Sir,
The recent discussion of autosomal dominant trigonocephaly associated with minor anomalies by Hunter et al. (1976) is disturbingly misleading to readers unfamiliar with the variable expression of the craniosynostosis syndromes.
The authors reported on a 6-month-old male child who'. . . had trigonocephaly with prominent metopic ridge, shallow orbits, epicanthic folds, and minimal ptosis.... There was ulnar deviation of the terminal phalanges of the first and second digits of the hands, and bilateral clinodactyly of the fifth fingers. The right hallux was extremely broad. ... Dermatoglyphic studies revealed a low total ridge count (44) ... There was duplication of the distal phalanx of the right hallux .. .'. Total craniosynostosis was also reported by the authors.
The mother of this patient had a '... head circumference of 51 cm (below 3 %) . . . pronounced oxycephaly with tall narrow forehead with a prominent bulge at the bregma and a low straight anterior hairline; ... maxilla was hypoplastic and the entire face was concave to the right. She had an exaggerated cervicothoracic kyphosis ... Dermatoglyphics revealed a low total ridge count (56). ...' A maternal uncle of the mother was 'reported to have pronounced cutaneous syndactyly and similar curvature of the fingers....'.
The authors evidently were misled by the mild involvement of these patients and failed to identify their patients' condition as one of a group of more severe malformations which has not occurred to them yet the 'acrocephalosyndactyly syndromes' (ACS). McKusick (1975) (McKusick, 1975, pp. 5-6) . This latter conclusion is based on the description of a child born subsequently into the original family reported by Noack (Pfeiffer, 1969) . However, this patient had 6 metatarsals on each foot which is not a feature of ACS type V as originally described by Pfeiffer (1964 of the other ACS syndromes in the newborn period. Therefore, had either ofthese infants been seen for genetic counselling in the absence of a positive family history, there would have been no rationale for counselling on the basis of an autosomal dominant gene. At present there is no information as to the frequency with which isolated craniosynostosis represents new dominant mutations. We, therefore, felt it important to report autosomal dominant trigonocephaly and in particular to emphasise the importance of minor acroskeletal anomalies in distinguishing the familial cases. The importance of these minor anomalies has been proven to be useful in other families multiply affected by craniosynostosis (Hunter and Rudd, 1977 Pfeiffer, R. A. (1969 
